Objectives: Although shared decision making requires clinicians to discuss the patient's values and preferences, little is known about the extent to which this occurs with surrogates in ICUs. We sought to assess whether and how clinicians talk with surrogates about incapacitated patients' preferences and values. Design: Prospective, cross-sectional study. Setting: Five ICUs of two hospitals.
advanced critical illness, clinicians turn to surrogates to assist with decisions.
However, studies indicate that patients often receive care near the end of life that is inconsistent with their values (7, 8) . International critical care societies recommend that clinicians use shared decision making with families to better honor patients' wishes (9) . However, little is known about whether clinicians and families communicate about the patient's values in practice.
How clinicians should elicit patients' preferences and values is conceptually well defined. Bioethical theory holds that three principles should guide decision making for incapacitated patients (10) . Each corresponds to a different type of information clinicians could elicit. First, decisions should be guided by the principle of autonomy, which entails ascertaining and following patients' previously expressed treatment preferences. If the patient has not previously expressed clear treatment preferences, decisions should be guided by the principle of substituted judgment, where decision makers infer what the patient would want based on their understanding of the patient's values. Clinicians should therefore ask about patient values. When surrogates know too little about the patient to use substituted judgment, they should use the principle of best interests, choosing what most people would consider to be "good." Although experts debate whether rigid application of this hierarchy is appropriate, they generally agree that decision making should involve consideration of patients' values and preferences.
We undertook a study to determine whether and how clinicians elicit incapacitated patients' preferences and values from critically ill patients' surrogates and incorporate them into treatment recommendations. We further characterized how often they discussed eight domains of values that the end-oflife literature identifies to be commonly important to patients.
MATERIALS AND METHODS
We conducted this study in five ICUs at two California hospitals from 2006 to 2008. One hospital is a tertiary care center, and the other is an academically affiliated county hospital. We included ICUs with diverse cultures, comprising medical, neurological, cardiac, and two medical-surgical ICUs, to understand the range of communication skills clinicians and surrogates use to discuss incapacitated patients' preferences and values.
Enrollment and screening procedures have been described previously (11, 12) . Briefly, conferences were scheduled at the discretion of the treating team. Conferences were eligible if they occurred on a weekday, involved both physicians and families of incapacitated adult patients, were conducted in English, and the attending physician affirmed an intention to discuss goals of care. Study personnel screened for eligible conferences on weekdays. If the attending physician agreed with participation, study personnel approached surrogates. Prior to audio-recording, all conference participants provided informed consent. The institutional review boards at both institutions approved all study procedures.
Data Collection
Meetings were audio-recorded and transcribed verbatim by a medical transcriptionist. Clinicians and surrogates completed questionnaires providing demographic data. We abstracted patient demographics and medical information such as illness severity and length of stay from the medical record. We excluded conferences without any discussion of treatment options from further analysis (n = 2) (12, 13) .
Deductive Coding Scheme for Preference and Value Elicitation
Our study aimed to describe specific communication skills for eliciting and incorporating patients' preferences and values in surrogate decision making. Therefore, our main analysis used Crabtree and Miller's template style (14) , in which researchers deductively apply a prespecified coding scheme to text. We identified the communication skills of interest based on literature review (10, (15) (16) (17) and a published conceptual framework for values elicitation during end-of-life decision making (18) . Table E1 (Supplemental Digital Content 1, http://links.lww.com/CCM/B144) defines its key terms. To ensure content validity, we circulated it among experts in surrogate decision making and presented it to clinicians at the University of Pittsburgh whose practice involves surrogate decision making.
Four codes identified clinician statements that elicited or incorporated patients' preferences and values ( Table 1) . First, we applied a single preference elicitation code to clinician inquiries about whether the patient had previously expressed treatment preferences (e.g., "did the patient ever tell you what she would want if she needed a long-term breathing machine?"). Second, two values elicitation codes identified different ways clinicians attempted to understand the patient's health-related values. One was for statements that explored the patient's health-related values directly (e.g., "how would the patient feel about living in a nursing facility?"). The other was for requests for a substituted judgment, defined as asking the surrogate to infer the patient's treatment goals (e.g., "what do you think the patient would have wanted?"). Third, a code for preference and value incorporation identified statements in which clinicians "showed their work" by stating the patient's previously expressed treatment preferences or values as the justification for a treatment recommendation (e.g., "Based on what you have told me about your mother's strong feelings against receiving long-term life support, I recommend we shift care toward treatment focused on comfort rather than prolonging her life").
One reason clinicians might not ask about preferences and values is that surrogates raise all the relevant issues themselves. Therefore, we also coded for surrogates' statements about the patient's previously expressed treatment preferences and values.
Research demonstrates that patients' end-of-life values (3) (4) (5) (6) 16) tend to cluster in eight domains (Box 1). We subcoded statements about patients' health-related values for the eight domains to determine how often clinicians and surrogates discuss the range of values that are commonly important to patients near the end of life.
Finally, we coded for statements that alluded to prior discussion about the patient's preferences and values and for statements in which clinicians attempted to elicit the patient's best interests.
Inductive Analysis of Conferences Lacking Both Preference and Value Elicitation
Deductive coding revealed a substantial number of conferences without any discussion of the patient's preferences and values. We analyzed them using an inductive method called "qualitative description," which allowed us to describe decision making in clear, everyday terms without the use of a preexisting framework (19) . To develop the coding scheme, we used line-by-line coding with multiple coders and iterative meetings to generate and refine categories until we achieved consensus.
Coder Training
A physician (L.P.S.) and a philosopher (T.V.C.) comprised the interdisciplinary coding team. After training on a subset of five transcripts, we coded independently, intermittently doublecoding a transcript to avoid developing idiosyncratic coding habits. We double-coded 14 (20%), which we reviewed lineby-line, resolving differences by discussion. To assess interrater reliability, we developed 20-item tests for each of the Main Codes in the Box 1. Coders judged whether or not each item met the code definition. They achieved excellent interrater reliability (overall κ = 0.81). After completing coding, four of the authors (L.P.S., T.V.C., R.M.A., D.B.W.) reviewed all of the main codes and agreed that all statements were correctly classified.
Coding Procedures
Coders were masked to participants' identities and survey responses. We coded the transcripts in four stages. First, we identified all statements related to preferences and values. Second, we coded each statement from the first stage according to the deductive coding scheme. Third, we subcoded statements about patients' health-related values for the eight domains of values. A statement could receive multiple subcodes if it satisfied the definition of more than one domain of values. For example, asking how important it was to the patient to be "walking and talking and interacting" would be coded as two domains: maintaining physical function and emotional well-being and relationships. Fourth, we analyzed conferences lacking discussion of preferences and values using qualitative description. We used Atlas.ti 6.2 (Berlin, Germany) for qualitative data management.
Statistical Analysis
We used descriptive statistics, including means, sds, and ranges, to describe the observed behaviors. To determine the proportion of speech related to the patient's treatment preferences and values in each conference, we divided its number of coded words by its total number of words. Statistical analysis was performed using STATA 13.0 (StataCorp, College Station, TX).
RESULTS

Description of the Study Group
We audio-taped 73 of 104 eligible conferences (70% participation rate, with five physicians and 26 families declining after hearing about the study). We excluded two conferences in which treatment options were not discussed. On average, conferences occurred 10 days (range, 0-56 d) into the ICU admission, with 25% occurring within the first 48 hours of ICU admission. Table 2 shows participants' demographic characteristics. Thirteen of 54 physicians led more than one conference. (Ten physicians led two conferences each, two led three, and one led four.) Surrogates had diverse ethnicity and educational attainment. Patients were severely ill, with 73% in-hospital mortality.
Discussion of Preferences and Values
In 30% of conferences, there was no discussion about the patient's treatment preferences or values (Fig. 1) . In 37%, clinicians and surrogates discussed both the patient's treatment preferences and values. In the remaining 33%, clinicians and surrogates discussed either the patient's treatment preferences or values, but not both. Table 3 provides examples.
Clinicians asked elicitation questions in 48% of conferences (mean number of questions, 1.7 [sd, 1.89; range, 0-7]). Among the 70% of conferences with discussion about the patient's preferences and values, clinicians first raised the topic in 38% of cases and surrogates in 32%. The mean number of discrete statements about the patient's preferences and values was 3.0 (sd, 3.6; range, 0-21) per conference. The average proportion of clinicians' and surrogates' speech devoted to values talk was 3.8% (sd, 4.3; range, 0-16%).
When clinicians and surrogates discussed patients' values, they focused on longevity (32%), bodily integrity (17%), and symptom palliation (17%) ( Table 4 ). In more than 88% of conferences, there was no conversation about the patient's values regarding autonomy and independence, emotional wellbeing and relationships, physical function, cognitive function, or spirituality.
In none of the conferences without discussion of the patient's treatment preferences or values was there an indication that they had been discussed previously. No discussions were couched in terms of the patient's best interests.
Incorporating Preferences and Values into Treatment Recommendations
Clinicians made treatment recommendations in 61% of conferences. In 22%, recommendations were explicitly grounded in the patient's preferences or values. For example: "we all agreed that she was a fighter and she was strong-willed…that if we told her we could put in the breathing tube for a short amount of time and get her through this, that she would be ok with that." In 39%, they made recommendations not explicitly grounded in the patient's preferences or values. These recommendations were similar to those in conferences without discussion of the patient's preferences or values, as described below.
Decision Making in the Absence of Discussion About the Patient's Preference or Values
We observed two approaches to decision making in the 30% of conferences in which there was no evidence that clinicians and surrogates had discussed the patient's preferences or values. In one approach, clinicians followed what has been termed an "informed consent model" (15) , informing surrogates about the choice at hand without attempting to understand the patient's preferences or values and without offering treatment recommendations. This approach usually took the form of prognosticating and asking what the surrogate wanted to do. In the other approach, clinicians provided treatment recommendations, which were typically framed as medical judgments or the clinician's personal opinion (examples in 
DISCUSSION
We found that clinicians and surrogates did not discuss the patient's preferences or values in nearly one third of ICU family conferences about goals of care for patients with advanced critical illness. In only 37% of conferences did they address both prior preferences and health-related values. Less than 12% of discussions addressed values of high importance to most patients, such as independence, cognitive and physical function, and ability to interact socially.
Critical care societies in Europe and North America recommend that clinicians and surrogates use shared decision We've talked about it … He doesn't want to be hooked up like this, any longer than he has to be … But he wants to make sure … that obviously there's not a chance of him, you know, coming out of it. He doesn't want to … be in a bed with a tube and the whole thing, just to keep him alive. He's already said that to us, already
Has he ever made any requests in the past? Or, you know, signed any paperwork, or discussed with his doctor … saying that, "If it got to that point, I wouldn't want that?"
He doesn't want to be kept on life support
Values
Direct exploration of health-related values:
How do you think she would feel, you know, because at this point, if there was a possibility for her to recover, it would take a very long time. And she might go from the hospital and have to go … she … Well, undoubtedly would have to go to like a skilled nursing facility, like a nursing home, and rehab and … How do you think she would feel, if she couldn't take care of her son?
Direct discussion of health-related values:
My father's really strong, but he's also a very independent person. So you know, of course he wants to fight to continue, but at the same time, he doesn't like to be in the situation he is … if this is gonna be a longer, length process, I'm sure he won't put any effort in it
Asking for a substituted judgment:
If she wasn't to wake up, what do you think she would want?
Making a substituted judgment:
Dad, she wouldn't want to be like that … She would not want to be like this Does she want to stay on these medicines indefinitely? Or does she want to see that she's tried and if it doesn't work, it doesn't work?
I think she would probably accept that, just like, when you have a heart attack and you pass away in your sleep, ok? ... I'm trying to put myself in her mind, it would be something she would be ok with … not having CPR How treatment preferences and values relate to treatment options?
I think, you know, what we kind of felt like was … even though we read the directive, we felt like saying, you know, we feel like it's been ten days of trying and trying and that, based on his directive and talking to you, that we really would feel really comfortable transitioning to focusing on comfort, but to do that, then say, "Ok, we have to stop doing CAT scans. We don't want to put a breathing tube in" … and all that stuff. And I think … it's a clear decision not to pursue that other workup type things we would do
Not applicable
There may be a situation, tomorrow, or the day after, where she may show a little bit of return to function, but she didn't have the miraculous recovery that we were holding out for. In which case, I think it's still, because of her wishes, we would want to back off making to negotiate decision-making roles and integrate medical and personal information about the patient into life support decisions (9) . Prior research has revealed numerous problems with role negotiation (20, 21) and communication about medical information, especially prognosis (22) (23) (24) .
Our study adds to this work by demonstrating similar problems with communication about personal information. This is important because it suggests a reason for values-discordant end-of-life treatment, which has been documented for over 2 decades (7, 8, 25) . Our study is the first to use theoretical constructs from the psychology and medical decision-making literature to robustly quantify communication about preferences and values. Previous quantitative studies have reported a single dichotomous measure for whether any preference or values elicitation occurred (20, (26) (27) (28) . By measuring each behavior separately, we have added substantial detail to what is known about how clinicians elicit preferences and values in ICU family conferences. Notably, although several interventions have been designed to increase values elicitation (28) (29) (30) (31) (32) (33) , only one has measured it in the intervention group (28) , and none has measured it in a control. Quantifying communication about preferences and values opens the door for future research assessing how effective interventions are at increasing elicitation and impacting patient and surrogate outcomes.
Why might clinicians fail to discuss patients' preferences and values with surrogates? People rarely discuss their values directly (34) . In our study, it was common for surrogates to initially answer the question, "What do you think the patient would have wanted?" by saying, "I don't know." If clinicians have this experience often and do not know how to probe further, they may stop asking and may not be able to model such skills for trainees. Data support this explanation: clinicians report little communication training, leaders in the ICU say that the lack of training is a major barrier to better care, and 100% of interns receiving a brief educational intervention reported learning skills for eliciting values and preferences, underlining that this may be an area in which many feel deficient (30, 35, 36) . From this standpoint, it is notable that residents led a third of conferences in our study (half were accompanied by another clinician). Although allowing residents to practice their skills is important, attendings might consider being present to offer support. Another possible reason is that clinicians may think they know patients' preferences and values and do not need to ask about them (37) . The projection bias, in which people assume that others share their views and values, is common in the psychological literature (38) . Finally, clinicians may not see these decisions as preference-sensitive. They may believe, for legal reasons for example, that the surrogate is really the one whose perspective must be promoted. Or clinicians may view the decisions as biomedical choices about which they are the experts (13, 39) . Identifying which factors exert the strongest influence on clinicians' behavior will be necessary to design effective interventions to improve how they elicit and incorporate patients' values into decisions about life support.
Our study has several limitations. First, it was performed in ICUs in two California hospitals and therefore its results may not be generalizable to other contexts where incapacitated patients are treated or other regions. Second, although our 70% participation rate compares favorably with other studies of surrogate decision making, selection bias is possible. However, we attempted to capture conferences in which the patient's treatment preferences and values should be most relevant by excluding conferences in which treatment options were not discussed. Furthermore, selection bias, combined with the Hawthorne effect, would tend to enrich the study with examples of physicians' best behavior. Therefore, our data may underestimate the extent of the problem. Third, the sample was relatively small, overrepresented relatively young physicians who specialize in internal medicine or neurology, and some physicians led more than one conference, so we may not have observed a full range of physicians' behavior.
In particular, future studies should include intensivists who conduct such conferences regularly. Fourth, we were unable to investigate associations between preference and value elicitation and outcomes such as patient's and surrogate's long-term outcomes or healthcare utilization. This is an essential area for future research.
The low observed rate of preference and values elicitation may contribute to important problems with medical care in ICUs. It may be a factor in the overuse of expensive, invasive treatment near the end of life. Existing studies suggest that most patients do not wish to receive aggressive life prolonging treatment in the setting of a poor prognosis (3) and that surrogates may often have a weak understanding of the link between prognosis and the patient's values (40) . Elicitation is essential to strengthen this link and focus treatment on the patient as a person. Insufficient elicitation may also contribute to surrogates' psychological burdens related to decision making (41) . Although surrogates generally believe that the patient's preferences and values are important in decision making (42) (43) (44) , difficulty perceiving the link between prognosis and the patient's values may lead to more internal conflict. To address these problems, interventions are needed to ensure patients' values and preferences are integrated into end-of-life decisions in ICUs and to examine the impact of such efforts on patient, family, and societal outcomes.
